that inner London is acting as a magnet to people from all over the world. The need to seek anonymity in a metropolis has long been understood in relation to schizophrenic illnesses. But with our increasing integration into Europe and the worldwide economic recession, a considerable number of patients now seem to be emanating from the European continent. Many others arrive from Third World countries that lack adequate resources for psychiatric care. If such patients have relatives in Britain they tend to come to London (often on a visitor's visa) and have to be admitted to NHS facilities. Their access to a local address makes it difficult for administrators to establish true residency status.
A number of patients travel because of a "paranoid flight," feeling they are being threatened in their home country. Once cared for in our NHS system they return every time their illness deteriorates, and their families cooperate in this. We estimate that at any one time at least a tenth of our inpatients are from abroad, but accurate figures are hard to obtain. Some even seek political asylum as a way of staying in Britain so as to obtain necessary treatment.
However, most of these patients do not figure on any census, and therefore no specific provision is made for their funding. It is often extremely difficult to arrange repatriation as most foreign embassies will not get involved, knowing that the British NHS and local social services will pick up the tab. Of course, once a visitor is detained under the Mental Health Act he (or she) is entitled to treatment under the NHS, and most acute psychiatric admissions in London (60-80%) are serious enough to require sectioning.
It has been suggested that bills should be sent to the Foreign Office, which may be able to make representations to foreign states. We suspect that this problem largely relates to central London but would be interested to We prefer short letters that relate to a recently published article and we are unlikely to publish letters longer than 400 words and containing over five references. Letters may be shortened. Your letters should be typed with double spacing and include a word count. All authors need to sign the letter and provide one current appointment and address. We encourage you to declare any conflict of interest. Please enclose a stamped addressed envelope if you require an acknowledgment.
Pregnant teenagers and contraception
Women know little about emergency contracepdon, and men know less ED1TOR,-V A H Pearson and colleagues report that 81% of the teenagers in their study had heard of emergency contraception.' In the department of genitourinary medicine at St George's Hospital we recently conducted a study of patients' knowledge of emergency contraception. Of 100 consecutive women interviewed (age range 15-48), 85 had heard of emergency contraception. Eleven of those 85 had the misconception that the hormonal method of emergency contraception is effective only up to 12 hours-that is, a "morning after pill." Only 35 of these patients were aware that it is effective up to 72 hours after unprotected sexual intercourse. Moreover, just five were aware of the alternative method of the intrauterine contraceptive device, which is effective up to five days after intercourse. Interestingly, of 100 men who were interviewed, only 38 had heard of emergency contraception. This survey reinforces Pearson and colleagues' conclusion that we need to improve sexual health education. Only a fifth of the women in our study who had heard of postcoital contraception had learnt about it at school; three fifths had learnt about it from a friend. Contraceptive failure may be a major factor in teenage pregnancy EDITOR,-In their study of 147 teenagers with unplanned pregnancies V A H Pearson and colleagues found that 80% claimed to have been using contraception at conception.' The authors argue that teenagers need to lower their threshold for use of emergency contraception when there is a risk of pregnancy. It should be a matter of concern that such a high proportion of unplanned pregnancies are due to contraceptive failure (which comprises technical failure and misuse of contraception). To gain an insight into the effectiveness of contraception in preventing teenage pregnancies at a population level I have examined the relation between trends in the use of condoms among teenagers and trends in teenage conception rates during 1975-9 1. I used data from the national survey of sexual behaviour2 to estimate the proportion of male teenagers who used condoms at first sexual intercourse during the period. The percentage who report having used condoms at first sexual intercourse is available for each year. Pregnancy rates in those aged under 16 and under 19 were obtained from routinely published data.3 I calculated a correlation coefficient for both age groups and found a highly significant positive correlation between teenage conceptions and male use of condoms (under 16: r=0-8553, P=0 001; under 19: r=0-7967, P=0 001). The figure shows a scatter graph with the regression line for the under 16 age group. These findings show a strong positive relation between use of a condom at first sexual intercourse and teenage pregnancy, with pregnancies increasing with increasing use of condoms.
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